less SF6 at the patient bed and transitioned between modes faster than the VAV system (p<0.05).
Study Objectives: Prior research has examined methods and processes for the teaching of ultrasound-guided central venous access (USGVA). None have assessed the impact of this training on the inserter's central line-associated blood stream infection (CLABSI) rate. To address this limitation, we designed and conducted a standardized training course and a performance-based competency examination for all residents at a single institution and assessed the impact on the resident CLABSI rate.
Methods: 222 residents (PGY 1-9), all of whom had prior department approval for independent central line placement participated in a training course composed of asynchronous and in-person didactic training on aseptic techniques, complications, principles of ultrasound guidance, and institutional standards for central venous access (CVA). A competency assessment was then completed by each resident using a novel gel-based cadaver model. The participant was graded with a standardized grading rubric by course faculty and assigned a pass or fail grade.
CLABSI data pre and post training was collected from institution epidemiological monitoring. Only central venous lines placed by residents in adult patients and CLABSI occurring within 7 days of insertion were included in the analysis. Excluded from the analysis were central venous lines in individuals under 18 and those placed in an emergency (not-certified lines). CLABSI rates were calculated in per thousand central line days for each quarter using hospital-wide data. All statistical analyses were conducted at significance level of 0.05 using SAS 9.4. The nonparametric WilcoxonMann-Whitney test was used to examine the median differences of CLABSI before and after intervention and including or excluding residents who failed the assessment.
Results: 222 residents completed the training and took the performance-based assessment. 32% (n¼72) did not pass the USGVA competency assessment. Fourquarters of CLASBI data before the training and five-quarters after were used to determine the CLABSI rate. The median resident CLABSI rate before training was 0.3755/1000 days. The median CLABSI rate after training was 0.1448/1000 days (p value 0.2857). These values included all resident regardless of assessment outcome. When residents who failed the competency assessment were removed from the post training analysis the CLABSI rate was 0.00 (p value 0.0238).
Conclusions: Our analysis showed training alone did not have a significant impact on the CLABSI rate although 90% of the participants felt the training "somewhat" or "significantly" improved both knowledge and skill. However, passing or failing the assessment did have a significant effect on the resident CLASBI rate. There would have been a significant decrease in CLABSI's in the post-training time period if residents who failed to successfully completed the assessment had been prevented from placing central lines. These results demonstrated that standardized competency performancebased testing was a better discriminator of skill performance than education alone or departmental discretion of competency. Although passing the assessment at this time was not a prerequisite for independent USGVA, these results and ongoing monitoring have prompted by hospital administration to revise the certification for independent USGVA making passing the clinical assessment a part of the process. Study Objectives: Skin and soft tissue infections are increasing in prevalence and complexity with the increase in MRSA infection and IV drug abuse. Many of these patients are treated in ED observation units (EDOU), with prior studies noting admission rates of 29%. Our Obs Unit admission rate for these patients was much higher. We wished to determine whether patients with complicated skin and soft tissue infections are appropriate for observation management.
Methods: Data from an institutional review board-approved local quality improvement database of ED observation patients. Each month 10% of EDOU patients are randomly selected for inidepth chart review by a team of residents, faculty and medical students. Those patients in the database identified as on the cellulitis protocol were included in this analysis. Complicated infection was defined as requiring consultation by a surgical service (orthopedics, general surgery, vascular surgery, or podiatry) or infectious disease (ID).
Results: Of the 637 patients in the database (October 2015-March 2017), 35 were placed in observation for skin/soft tissue infections (5.5%). Mean age was 48 years, 71% were white, and 65% were male. More than half of patients (N¼18, 51.4%) had complicated infections. One patient did not receive specialty consultation but was assigned to EDOU with the diagnosis of "stump infection" and this was classified by consensus as complicated skin and soft tissue infection due to location. Consulting services in order of frequency were orthopedics, podiatry, general surgery, plastic surgery, ID, and vascular surgery, and 17% of complicated patients required a procedure by the consultation team. Patients with complicated infections had a significant higher admission rate (61% versus 25%, p¼0.03). There was no significant difference in length of stay in observation or 72-hour and 30-day ED revisit rates between the 2 groups.
Conclusions: Patients with skin and soft tissue infections requiring specialty consultation had significantly higher admission rates from observation (61%) and an average hospital length of stay of 3 days. Patients who require specialist consultation for their skin or soft tissue infection may be better served with a direct admission rather than an ED Obs Unit stay due to the higher likelihood of requiring more than 2 midnights of hospital care. 
